mend (summary paragraph) that sequential measurements of wedge pressure be made with the catheter in the same site (same pulmonary vessel) and that unexpectedly high wedge pressure measurements be confirmed by repeated measurements After flushing the deadspace of their catheter, they discarded only the first ml of blood, a volume which other workers would consider too small for sampling pulmonary wedge blood.8 In fact, Brewster and McIlroy12 point out that the likely mechanism for obtaining high oxygen saturations in wedge blood samples is the induction of a region with extremely high V/Q, due to obstruction of the blood vessel and elimination of blood flow Even in regions of extremely low initial V/Q, the obstruction of the perfusing vessel with a wedged catheter should produce a high V/Q region, and therefore, a high oxygen saturation in the withdrawn blood. This was observed by others. 5, 6, 11, 12 In addition, it would have been useful to know the ventilatory rates of the these patients when studied, since the wedge pressures were averaged over the respiratory cycle and since respiratory variations during spontaneous breathing can produce significant changes in wedge pressure. 14 Although not proven, the observations of Henriquez et al are certainly compatible with local vascular changes produced by the pulmonary disorders in this group of COPD patients. It would not only be interesting, but of practical importance to know whether the addition of dynamic response testing5'9 and wedge blood sampling with a larger flush volume6,11 would eliminate the need for radiographic confirmation of catheter position.
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